Letters to the Editor Epilepsy in General Practice
From Dr L S Lange Harley Street, London WI Sir, I am delighted to see that Sheridan Russell is still mounting a spirited attack against maltreatment of epilepsy by overmedication (April Proceedings, p 265). His practical and common-sense advice has been of inestimable value not only to many patients but also to generations of junior staff at Queen Square. The estimation of blood anticonvulsant levels has been a considerable advance in the management of epilepsy but its availability is still restricted because of financial constraints. This merely underlines Dr Dowling's gloom (p 266) about the gradual attrition of facilities available to care for epileptic and other disabled patients, ostensibly to apply more advanced social concepts of community care. Is it too cynical to believe that our paymasters hope for more voluntary charitable organizations to pull these chestnuts out of the fire? Perhaps if epilepsy were as fashionable as migraine, clinics and 'centres' might spring up like mushrooms. Dr Dowling's omission of electroencephalography (EEG) as an essential for the diagnosis of epilepsy is perhaps deliberate in view of the limited value of this investigation; a normal result cannot exclude the diagnosis and a generalized nonspecific abnormality does not establish it. However, despite these limitations EEG may be helpful in confirming the diagnosis of a disease carrying such important medical and social implications. It is occasionally pathognomonic in certain symptomatic epilepsies, and has the added value of being entirely harmless and painfree. In addition to the history, physical examination and investigations proposed by Dr Dowling, in every patient presenting with epilepsy I would wish to have serology for luetic infection, an EEG, and ideally, computerized tomographic scanning (EMI scan) where there is any suggestion that the epilepsy may be other than constitutional. Hospital referral would seem to me to be obligatory not only for a second opinion but also for the specialized investigations which are not directly accessible to general practitioners.
I would strongly support Dr Dowling's view that the management of epilepsy should rest with the family doctor if he is interested in the problem. Hospital outpatient clinics may well provide an inadequate service as a result ofchanging faces and standards ofjunior staff. The family doctor is also ideally placed to know the full social circumstances and although polypharmacy is rightly condemned there are times when an exacerbation of epilepsy is clearly due to psychological factors and the addition of a tranquillizer to allay anxiety may be enough to control the attacks.
The failure of district general hospitals to implement the excellent recommendations to establish epilepsy clinics is probably yet another sign of our penurious times. It is difficult to see this being achieved on an appropriate scale by merely reapportioning the funds. Perhaps this may materialize in the coming golden decade we have been promised. Yours sincerely LEO LANGE 7 April 1977 Natural History of Significant Bacteriuria From Professor P Kincaid-Smith University of Melbourne, Royal Melbourne Hospital, Victoria, Australia 3050 Dear Sir, The editorial on the natural history of significant bacteriuria (March Proceedings, p 149) highlights several important facets of this entity. It is gradually becoming clear that the major risk of bacteriuria in pregnancy is the likelihood that acute pyelonephritis will develop in about 40 % of patients. Nonpregnant women with bacteriuria are very unlikely to develop acute pyelonephritis and the long-term follow up of both pregnant and nonpregnant women suggests a benign course.
In childhood, symptomatic or asymptomatic urinary tract infection may not have such a benign course. 'Pyelonephritic' scars have for practical purposes only been shown to develop during childhood when both infection and reflux are present. Although Rolleston et al. (1974) showed progressive scarring without continuing infection, the children in his series had had infection at some time and the time which it takes for a scar to contract down fully is not yet known. Smellie & Normand (1969) observed progressive scar formation accompanying symptomatic infection and vesicoureteric reflux. Filly et al. (1974) and Lenaghen et al. (1972) have recorded a disturbing high risk of progressive scar formation in children with reflux and infection. Both these were, however, selected groups
